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Results:	Multisystemic	 therapy‐ID	 resulted	 in	 reduced	police	contact	and	 reduced	





Conclusions:	 These	 results	 support	 further	development	of	 and	 research	 into	 the	
MST‐ID	adaptation.


































In	 some	 cases,	 both	 the	 adolescents	 and	 their	 parent(s)	 have	
intellectual	 disabilities.	 Such	 families	 often	 experience	 multiple	
problems,	 such	 as	 financial	 problems	 or	 mental	 health	 problems	
(Schuiringa,	 Van	 Nieuwenhuijzen,	 Orobio	 de	 Castro,	 &	 Matthys,	
2015),	 and	 frequently	 lack	 problem‐solving	 skills,	 which	 may,	 for	




families	 is	 that	 they	 have	 a	 limited	 social	 network.	 This	 may	 be	
worrisome	because	a	(larger)	social	network	can	serve	as	a	buffer‐






out	of	home	 than	are	adolescents	 from	 families	not	 involved	with	
youth	care	(Lightfoot,	Hill,	&	LaLiberte,	2011).	Though	out‐of‐home	
placement	 is	 sometimes	 inevitable	 and	necessary	 to	 avoid	 further	












therapy	 (MST;	 Henggeler,	 Schoenwald,	 Borduin,	 Rowland,	 &	
Cunningham,	2009).	MST	targets	12‐	 to	18‐year‐old	adolescents	
at	risk	of	out‐of‐home	placement	due	to	their	severe	problem	be‐





vention	 for	 the	prevention	of	 impending	out‐of‐home	placement	
and	incarceration	of	adolescents	with	intellectual	disabilities	and	
antisocial	 or	 delinquent	 behaviour.	 To	 our	 knowledge,	 however,	
the	effectiveness	of	MST	has	not	been	evaluated	in	a	sample	con‐
sisting	 of	 only	 adolescents	with	 intellectual	 disabilities.	 In	 addi‐
tion,	 although	 one	 of	 the	 MST	 treatment	 principles	 states	 that	
interventions	should	be	appropriate	to	the	youth's	age	and	devel‐
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TA B L E  1  Baseline	differences	between	MST‐ID	and	standard	MST	and	standardized	bias	in	full	sample	(N = 128)
Variable
MST‐ID (N = 55) Standard MST (N = 73) Test Statistic Standardised Bias





Age 15.20 1.73 14.90 1.38 −0.963 0.158 0.138
CBCL
Internalizing	problems 61.10 9.49 61.30 8.22 0.148 −0.025 −0.156
Externalizing	problems 65.40 8.85 68.80 7.78 2.321* −0.388 0.017
Total	behavioural	problems 64.20 9.74 67.00 6.46 1.826 −0.285 −0.061
YSR
Internalizing	problems 52.70 9.01 52.80 9.52 0.033 −0.006 −0.226
Externalizing	problems 57.20 11.22 60.50 8.42 1.76 −0.297 −0.006
Total	behavioural	problems 54.30 10.91 57.10 8.01 1.478 −0.248 −0.077
OBVL
Total	parenting	stress 66.70 11.14 69.90 8.60 1.834 −0.287 0.068
SCIL
SCIL	score	primary	caregiver 17.50 5.37 21.20 4.40 4.139*** −0.685 −0.149
WISC/WAIS
TIQ	score	youth 73.90 6.70 75.10 7.21 0.936 −0.177 −0.021
% % Chi‐Square
Gender
Female 43.6 35.6 0.848 0.160 −0.075
Country	of	birth
The	Netherlands 94.5 95.9 1.351 −0.029 0.000
Western	country 0.0 1.4 −0.030 0.000
Non‐Western	country 5.5 2.7 0.059 0.000
Living	situation	adolescent
Together	with	one	parent 56.4 61.6 2.824 −0.092 0.127
Together	with	multiple	parents 40.0 38.4 0.029 −0.127
Other 3.6 0.0 0.063 0.000
Living	situation	adolescent




74.5 50.0 7.870** 0.558 −0.124
Lower	secondary	education	(vmbo/
mavo/mbo)
25.5 50.0 −0.558 0.124
Higher	secondary	education	(havo/
vwo)
0.0 0.0 0.000 0.000
Previous	treatment
Present 90.7 93.2 0.249 −0.082 −0.030
Engagement	in	school	or	work
Present 70.4 56.9 2.378 0.291 0.005
Court	order
No 32.7 53.4 5.524 −0.270 0.065
Civil 41.8 27.4 0.188 0.101
Criminal 25.5 19.2 0.082 −0.166
(Continues)
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Table	 1	 displays	 the	 baseline	 characteristics	 of	 the	 128	 families	
included	in	the	study.	It	shows	that	43.6%	and	35.6%	of	the	ado‐
lescents	 receiving	MST‐ID	and	standard	MST,	 respectively,	were	
female,	 that	 the	average	ages	were	15.2	and	14.9	years,	 respec‐
tively,	and	that	94.5%	and	95.9%	of	the	adolescents	were	born	in	
the	Netherlands.





the	 treatment	 conditions.	 Randomization	was	 not	 used	 because	
the	teams	offering	standard	MST	were	not	allowed	to	change	their	
inclusion	 criteria	 to	 only	 treat	 adolescents	 with	 intellectual	 dis‐
abilities.	 Therefore,	 MST‐ID	 and	 standard	 MST	 were	 studied	 in	
their	 everyday	 clinical	 practice	 settings.	Dutch	 referral	 agencies	
referring	 families	 to	 standard	MST	 and	MST‐ID	 include	 primary	
healthcare	providers,	the	Child	Protection	Council,	juvenile	judges	
and	 referral	 institutions	 at	 the	 council	 level.	 Additionally,	 as	 the	








with	 a	 known	 IQ	 score	 between	 50	 and	 85	 (i.e.,	 intellectual	 dis‐
abilities)	and	 their	primary	caregivers	 (from	here	on	 referred	 to	as	
Variable
MST‐ID (N = 55) Standard MST (N = 73) Test Statistic Standardised Bias






Absent 49.1 54.2 0.322 −0.101 0.189
Relation	father
Present 80.0 93.2 4.960* −0.326 −0.011
Relation	mother
Present 98.2 98.6 0.041 −0.033 0.000
Relation	siblings
Present 90.9 95.9 1.328 −0.172 −0.140
Relation	peers
Present 100.0 98.6 0.759 0.000 0.000
Country	of	birth	primary	caregiver
The	Netherlands 76.4 76.4 0.305 0.000 0.020
Western	country 3.6 5.6 −0.024 −0.160




34.5 12.3 9.935** 0.328 −0.025
Lower	secondary	education	(vmbo/
mavo/mbo)
50.9 60.3 −0.138 −0.005
Higher	secondary	education	(havo/
vwo)
14.5 27.4 −0.190 0.030
Employment	primary	caregiver
Employed 41.8 43.1 0.020 −0.025 −0.189
Partner	primary	caregiver




*p	<	0.05,	**p	<	0.01,	***p < 0.001. 
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Dutch	 equivalent	 of	 vocational	 education)	 or	 lower,	 because	 ado‐
lescents	with	 this	 level	of	education	are	much	more	 likely	 to	have	
intellectual	 disabilities	 than	 adolescents	 with	 higher	 educational	










sent	 in	order	 to	 take	part	 in	 the	 study.	The	 study	was	approved	
by	the	Committee	Scientific	Research	Participation	of	one	of	the	















analyses	 comparing	 families	 giving	 and	 not	 giving	 consent	were	
not	conducted.




treatment	 to	 administer	 the	 questionnaires.	 Six	 months	 after	 the	
treatment,	the	parents	were	contacted	by	the	independent	call	cen‐
tre	“Kwestion”	for	a	telephone	interview	entailing	a	set	of	follow‐up	
questionnaires.	 Six	months	 after	 treatment,	 11	 families	 could	 not	
be	reached	(MST‐ID	n	=	4,	standard	MST	n	=	7).	Of	the	117	families	

























that	 MST	 showed	 no	 distinguishable	 treatment	 outcomes,	 which	



















Nieuwenhuijzen,	 Orobio	 de	 Castro,	 Lochman,	 &	Matthys,	 2017;	
Soenen,	Van	Berckelaer‐Onnes,	&	Scholte,	2016).	Therefore,	 the	
Dutch	Knowledge	Centre	on	MID	has	provided	guidelines	on	how	
to	adapt	 interventions	 to	 the	 strengths	and	needs	of	 individuals	
with	 intellectual	 disabilities	 (De	Wit,	Moonen,	&	Douma,	 2012).	
For	MST‐ID,	incorporating	these	guidelines	has	resulted	in	training	
of	therapists	 in	the	 identification	of	an	 intellectual	disability,	the	
identification	 of	 parental	 stress	 and	 how	 this	 is	 affected	 by	 the	
intellectual	disabilities	of	the	adolescent,	techniques	to	motivate	
families	to	enter	the	treatment	and	engage	them	in	the	treatment,	




and	 simplification	of	 content	of	 treatment	 sessions	by	 focussing	
on	one	assignment.
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As	 in	 any	 MST	 treatment,	 therapist	 adherence	 to	 the	 treat‐
ment	principles	was	 independently	monitored	using	monthly	 tele‐
phone	 interviews	 with	 parents.	 Parents	 scored	 the	 28	 items	 of	
the	 Therapy	 Adherence	 Measure—Revised	 (TAM‐R;	 Henggeler,	
Borduin,	 Schoenwald,	Huey,	&	Chapman,	 2006)	 on	 a	 scale	 of	 1–5	
with	a	score	of	1	meaning	“not	at	all”	and	a	score	of	5	“very	much.”	
The	 average	 therapist	 adherence	 scores	were	4.35	 (SD	=	0.56)	 for	
MST‐ID	 and	 4.38	 (SD	=	0.62)	 for	 standard	MST.	 These	 scores	 are	
similar	to	TAM‐R	scores	seen	in	American	research	on	standard	MST	
(M = 4.41;	 SD	=	0.49,	 Letourneau,	 Sheidow,	 &	 Schoenwald,	 2002)	
as	well	as	in	a	Dutch	RCT	that	evaluated	the	effectiveness	of	stan‐
dard	MST	 in	 individuals	without	 intellectual	 disabilities	 (M	=	4.36;	
SD	=	0.51,	Manders,	Deković,	Asscher,	Van	der	Laan,	&	Prins,	2011).	
In	 the	present	 study,	 the	 level	 of	 therapist	 adherence	did	not	 dif‐
fer	 between	MST‐ID	 and	 standard	MST	 (t(125)	=	0.304,	 p	=	0.76).	











IQ	 was	 assessed	 using	 a	 short	 form	 of	 the	 Dutch	 Wechsler	





design,	 symbol	 search	and	vocabulary.	For	 the	WAIS‐III‐NL,	 the	
subtests	included	were	vocabulary,	similarities,	block	design	and	
matrix	 reasoning.	 The	 short	 form	 of	 the	WISC‐III‐NL	 has	 been	
validated	 for	use	 in	 individuals	with	 intellectual	disabilities	with	
a	high	 internal	 consistency	 (r =	0.96;	De	Ruiter,	Dekker,	Douma,	
Verhulst,	&	Koot,	2008).	The	short	 form	of	 the	WAIS‐III‐NL	has	
been	shown	to	have	a	high	correlation	(r	=	0.89)	with	the	total	IQ	





and	 Learning	 Disabilities	 18+	 (SCIL	 18+;	 Nijman,	 Kaal,	 Van	









Adolescents’	 problem	 behaviour	 was	 measured	 using	 the	 Child	
Behaviour	 Checklist	 (CBCL	 6–18;	 Achenbach	 &	 Rescorla,	 2001)	
as	 completed	 by	 the	 parents	 and	 the	 Youth	 Self	 Report	 (YSR;	
Achenbach	 &	 Rescorla,	 2001)	 as	 completed	 by	 the	 adolescents.	
The	subscales	 internalizing,	externalizing	and	rule‐breaking	behav‐
iour	were	measured	 as	well	 as	 the	 total	 problem	behaviour	 scale.	
Answers	were	given	on	a	three‐point	scale	ranging	from	0	“Never”	
to	2	“Often.”	T	scores	were	computed	and	used	for	analyses.	Higher	
T	 scores	 indicate	 that	 adolescents	 experienced	more	 problems	 or	
were	 believed	 to	 experience	 more	 problems	 by	 the	 parents.	 The	
test–retest	reliability	of	the	CBCL	(sub)scales	 (r	=	0.91	for	 internal‐
izing	 behaviour;	 r	=	0.92	 for	 externalizing	 behaviour;	 r	=	0.94	 for	








Parenting	 stress	 was	 assessed	 using	 the	 Opvoedingsbelasting	
Vragenlijst	 (OBVL,	 Burden	 of	 Parenting	 Questionnaire;	 Vermulst,	
Kroes,	De	Meyer,	Nguyen,	&	Veerman,	2012).	Parents	completed	this	









adolescent	 is	 living	 at	 home	 (yes/no);	 (b)	 the	 adolescent	 attends	
school	or	works	 for	 at	 least	20	hours	 a	week	 (yes/no);	 and	 (c)	 the	
adolescent	has	not	been	involved	with	the	police	since	the	start	of	
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These	reports	are	discussed	with	the	team	supervisor	and	the	MST	

































ments,	 adolescents	 assigned	 to	 either	MST‐ID	 or	 standard	MST	
could	differ	on	pre‐treatment	variables.	If	differences	existed,	the	
propensity	score	(PS)	method	would	be	used	to	adjust	for	this	al‐





based	 on	 all	 pre‐treatment	 variables.	 Adolescents	with	 a	 similar	
PS	are	assumed	to	be	comparable	on	the	distribution	of	the	pre‐
treatment	variables.	After	estimation	of	the	PS,	this	score	can	be	


















whereas	 individuals	 whose	 covariate	 values	 are	 dissimilar	 from	
treated	individuals	are	“downweigthed.”	As	a	result	of	the	weighting	
procedure,	 the	 average	 treatment	effect	of	 the	 treated	 (ATT)	was	
estimated	(Stuart,	2010).	This	is	the	effect	that	would	be	found	if	all	
families	treated	with	MST‐ID	had	been	treated	with	standard	MST.





used	 to	 estimate	 average	 risk	 ratios	 (RRs;	 Austin	 &	 Small,	 2014).	
The	 treatment	effects	on	 the	continuous	outcome	measures	were	
assessed	 using	 OLS	 regression.	 Thereafter,	 simple	 bootstrapping	
was	 used	 to	 calculate	 90%	 confidence	 intervals	 for	 all	 outcome	
measures.	 In	 total,	5,000	bootstrap	samples	were	drawn	from	the	
weighted	 sample,	 and	 in	each	bootstrapped	sample,	 treatment	ef‐
fects	were	estimated	as	described	(Austin	&	Small,	2014).	Analyses	










receiving	 MST‐ID	 had	 significantly	 lower	 educational	 levels	 and	
less	 often	 a	 father	 figure	was	 present.	 The	 adolescents’	 external‐
izing	problems	also	differed	significantly;	parents	of	adolescents	re‐
ceiving	MST‐ID	 reported	 significantly	 lower	 levels	of	 externalizing	
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present	 authors	 first	 evaluated	whether	 balance	 between	 the	 two	




































Families who did not
consent to parcipate
n = 86
Families who did not
meet inclusion criteria
n = 33
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tion	was	 lower	 than	0.25,	which	means	 that	balance	was	achieved	









Families	with	 a	 non‐overlapping	 PS	who	 received	MST‐ID	 dif‐
fered	 too	much	 from	 the	 families	who	 received	 standard	MST	 to	
allow	 for	 comparison.	 Therefore,	 the	 present	 authors	 looked	 into	
the	 differences	 between	 the	 overlapping	 and	 non‐overlapping	
groups	within	MST‐ID	(Table	3).	Compared	to	the	families	who	re‐
ceived	MST‐ID	and	who	were	included	in	the	analyses,	the	excluded	











On	 the	secondary	outcomes,	 five	out	of	 six	 “instrumental	out‐
comes”	 differed	 significantly	 between	MST‐ID	 and	 standard	MST.	
Families	 who	 had	 received	 MST‐ID	 showed	 significantly	 higher	
percentages	of	improved	parenting	skills,	improved	family	relations,	
improved	 social	 support,	 involvement	 with	 pro‐social	 peers	 and	
changes	in	problem	behaviours	 in	contrast	to	families	who	had	re‐
ceived	a	standard	MST	treatment.
The	 differential	 treatment	 effect	 in	 the	 subgroup	 where	 both	
the	adolescents	and	the	parents	had	intellectual	disabilities	(n =	48)	
could	 not	 be	 established,	 because	within	 this	 subsample,	 balance	




The	 current	 study	 evaluated	 the	 effects	 of	MST‐ID,	 therewith	 pi‐
loting	this	adaptation	of	standard	MST.	MST‐ID	targets	adolescents	
with	intellectual	disabilities	in	combination	with	antisocial	or	delin‐







pothesized,	 MST‐ID	 showed	 positive	 treatment	 outcomes	 which	
were	sustained	up	to	6	months	after	treatment.	Because	a	previous	
pilot	 study	 showed	 that	 adolescents	 with	 intellectual	 disabilities	








ment	 in	school	or	work)	at	 the	end	of	 treatment.	Six	months	after	








No	police	contact 49.1 78.2 80.0 −2.968** −3.500*** −0.302
Engagement	in	
school	or	work
70.4 85.5 72.2 N/a N/a N/a
Living	at	home 96.4 96.4 100.0 N/a N/a N/a






66.00	(8.19) 62.46	(7.33) 62.19	(8.65) 4.00 (0.94)** 4.77 (1.29)** 0.77	(1.30)
Note.	Significant	results	are	marked	in	italics.
MST:	multisystemic	therapy.
**p	<	0.01,	***p < 0.001. 
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TA B L E  3  Baseline	differences	within	MST‐ID	between	overlapping	group	and	non‐overlapping	PS	group
Variable
Non‐overlapping group (N = 25) Overlapping group (N = 30) Test statistic
Mean SD Mean SD t test
Age 14.92 2.00 15.37 1.47 0.927
CBCL
Internalizing	problems 59.04 10.96 62.77 7.84 1.423
Externalizing	problems 61.44 9.14 68.60 7.24 3.242**
Total	behavioural	problems 60.48 10.75 67.30 7.69 2.737**
YSR
Internalizing	problems 50.29 9.46 54.92 8.14 1.86
Externalizing	problems 53.42 9.33 60.65 11.86 2.385*
Total	behavioural	problems 50.88 10.70 57.54 10.29 2.245*
OBVL
Total	parenting	stress 63.64 11.59 69.23 10.26 1.899
SCIL
SCIL	score	primary	caregiver 15.80 5.27 18.97 5.10 2.258*
WISC/WAIS
TIQ	score	youth 73.83 6.99 74.00 6.60 0.093
% % Chi‐Square
Gender
Female 48.0 40.0 0.355
Country	of	birth








Lived	at	home 92.0 100.0 2.491
Level	of	education




Present 91.7 90.0 0.044
Engagement	in	school	or	work
Present 72.0 69.0 0.059
Court	order




Absent 44.0 53.3 0.475
Relation	father
Present 60.0 96.7 11.458**
(Continues)
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treatment,	however,	 the	percentage	of	adolescents	 living	at	home	
was	higher	 in	MST‐ID	 than	 in	 standard	MST	 (100%	 in	MST‐ID	vs.	
77%	in	standard	MST).	In	addition,	the	present	authors	found	that	
MST‐ID	 obtained	 better	 treatment	 outcomes	 than	 standard	 MST	
on	several	of	the	secondary	outcome	measures:	MST‐ID	more	fre‐




present	 authors	would	 argue	 that	 the	differences	 the	present	 au‐
thors	did	find	support	the	adaptation	of	MST	for	adolescents	with	
intellectual	 disabilities	 and	 their	 parents.	Our	 results	 suggest	 that	
the	instrumental	outcomes	of	MST	may	be	underlying	to	treatment	
outcome	retention	up	to	6‐month	follow‐up.	The	improved	parent‐










is	 paid	 to	 the	 identification	of	parenting	 stress	 and	 an	 intellectual	


























Non‐overlapping group (N = 25) Overlapping group (N = 30) Test statistic
Mean SD Mean SD t test
Relation	mother
Present 96.0 100.0 1.222
Relation	siblings
Present 88.0 93.3 0.469
Relation	peers
Present 100.0 100.0 N/a
Country	of	birth	primary	caregiver








Employed 36.0 46.7 0.638
Partner	primary	caregiver





TA B L E  3   (Continued)
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baseline	difference	between	 families	 receiving	MST‐ID	and	 families	
receiving	standard	MST	may	in	part	be	explained	by	how	families	are	
referred	to	the	interventions.	Families	known	to	have	intellectual	dis‐























e.g.,	 Rijkaart	 &	Neijmeijer,	 2011;	 Youth	 Interventions	 Foundation,	
2018),	 to	 our	 knowledge	 no	 research	 has	 been	 published	 evalu‐
ating	 their	 effects	 in	 a	 population	 of	 adolescents	 or	 parents	with	
intellectual	 disabilities.	 Moreover,	 most	 interventions	 that	 target	
TA B L E  4  Comparative	treatment	effect	of	MST‐ID	and	standard	MST	post‐treatment	and	at	6‐month	follow‐up
Post‐treatment outcomes
RR 90% CI
MST‐ID (N = 30) Standard MST (N = 33)
% %
Primary	outcomes
No	police	contact 76.7 66.7 0.700 0.311–1.901
Engagement	in	school	or	work 80.0 81.8 0.978 0.790–1.279
Living	at	home 93.3 93.9 0.994 0.909–1.075
Secondary	outcomes
Improved	parenting	skills 93.3 75.8 1.232 1.031–1.587
Improved	family	relations 100.0 75.8 1.280 1.078–1.618
Improved	social	support 96.7 81.8 1.181 1.049–1.473
Success	in	educational	setting 83.3 78.8 1.026 0.834–1.312
Involved	with	pro‐social	peers 93.3 78.8 1.185 1.022–1.519
Changes	in	problem	behaviour	lasting	a	
minimum	of	3–4	weeks
93.3 78.8 1.149 1.001–1.449
M (SD) M (SD) B 90% CI
Externalizing	problems 63.15	(6.97) 67.14	(8.74) −3.991 −8.107	−	0.384
Total	parenting	stress 63.65	(10.99) 63.93	(12.44) −0.274 −6.005	−	6.006
Treatment outcomes at follow‐up
RR 90% CI
MST‐ID (N = 20) Standard MST (N = 17)
% %
Primary	outcomes
No	police	contact 78.9 70.6 0.716 0.198–2.295
Engagement	in	school	or	work 70.0 76.5 0.915 0.655–1.265
Living	at	home 100.0 76.5 1.308 1.084–1.693
M (SD) M (SD) B 90% CI
Secondary	outcome
Rule	breaking	behaviour 64.25	(7.38) 63.75	(9.92) −0.496 −4.632	−	5.439
Note.	Significant	results	are	marked	in	italics.
MST:	multisystemic	therapy.
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Although	our	 study	 showed	 that	MST‐ID	generated	more	positive	




MST	 to	 allow	 for	 comparison	of	 their	 treatment	 results.	Although	
the	 exclusion	 of	 families	with	 non‐overlapping	 PS	 scores	 restricts	







balancing	 differences	 in	 pre‐treatment	 characteristics,	 thereby	
mimicking	 balance	 achieved	 by	 random	 assignment	 on	 those	 co‐
variates	(West	et	al.,	2014).	While	selection	bias	and	bias	in	base‐
line	characteristics	can	be	reduced	using	the	PS	(Vidal	et	al.,	2017),	
a	critical	 issue	 in	PS	analysis	 is	the	selection	of	baseline	variables	











Furthermore,	 it	 is	 unknown	whether	 all	 youths	with	 intellec‐
tual	disabilities	and	receiving	standard	MST	were	referred	to	the	
research	 team.	 During	 the	 inclusion	 period	 of	 this	 study,	 1,301	
families	 were	 referred	 to	 standard	 MST.	 Of	 these	 families,	 164	
(13%)	were	referred	to	the	research	team	because	of	a	(suspected)	





Data	 management	 in	 this	 study	 was	 not	 in	 its	 entirety	 inde‐
pendent.	Researchers	were	not	blind	to	the	treatment	conditions,	
because	 they	carried	out	home	visits	 and,	 for	 safety	 reasons,	 re‐
ceived	the	contact	information	of	the	therapist	delivering	MST(‐ID)	
to	the	families.	Since	the	researchers	knew	which	therapists	worked	








ment	 into	 account,	 because	 the	 present	 authors	 intended	 to	 es‐
tablish	 the	 comparative	 effect	 of	 MST‐ID	 and	 standard	 MST	 as	
provided	in	daily	clinical	practice.	De	Wit	et	al.	(2012)	advise	that	
intellectual	disability	adaptations	of	existing	 interventions	should	
reserve	more	 time,	 because	 persons	 with	 intellectual	 disabilities	
often	 have	 a	 slow	 information	 processing	 speed	 and	 experience	
difficulty	 concentrating	 for	 a	 longer	 period	 of	 time.	MST	 gener‐
ally	treats	families	for	3–5	months.	This	seems	a	short	duration	for	
families	with	intellectual	disabilities.	In	MST‐ID,	treatment	sessions	





There	 is	 a	 need	 for	 evidence‐based	 interventions	 that	 consider	





intellectual	 disabilities	 yielding	 positive	 post‐treatment	 outcomes	
which	are	maintained	over	(longer	periods	of)	time	are	needed.
Multisystemic	 therapy‐ID	has	shown	to	achieve	 lasting	 favour‐
able	 outcomes	 in	 families	 with	 adolescents	 with	 intellectual	 dis‐
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